Childhood-onset schizophrenia (COS) is characterized by onset before 13 years of age and has prevalence of approximately 1 in 40,000.
episode, encephalitis was ruled out. Electroencephalogram was done which was within normal limits and the child was started on Syrup Risperidone 0.5 mg (1 ml = 1 mg) once a day gradually increased to 2 mg per day. However, due to the minimal clinical improvement, drug was cross titrated to tablet Olanzapine 5 mg/day. In view of persistent mannerisms, hyperactivity, inattention, and academic decline tablet Valproate 200 mg and tablet Methylphenidate 5 mg was added. Although there was over 50% improvement clinically, there was a decrease in the appetite. Methylphenidate is known to cause decrease in appetite, hence, it was cross titrated with tablet Atomoxetine 10 mg. Over a period of 3 months, the patient had monthly follow-ups, during which there was more than 80% improvement clinically. After that patient was loss to follow-up. After 9 months from the last visit, the child presented to the OPD with worsening of symptoms in the form of pacing around, stereotypic hand movements, making odd hissing, grunting sounds, inattention, muttering, smiling to self, school refusal, and verbalizing cartoon dialogues. Hence, he was admitted for diagnostic evaluation and further management. On inquiry, it was found that parents had stopped medications, as they thought the child was cured. However, in the last 3 months, he had worsened due to which they reported to our OPD. On mental status examination, he was a well-dressed boy, intermittently getting up from the chair and moving in circles, moving his trunk back and forth, making hissing and grunting sound intermittently, making repetitive hand movements, at times appearing to be enacting something and reciting cartoon dialogues of "Doraemon and Chota Bheem." He could not maintain eye contact and it was difficult to establish rapport with him. His attention was neither aroused nor sustained. He would only answer his name and that too after repeated questioning; hence, further formal mental status examination was deferred. Three main differential diagnoses were considered. First was Attention Deficit Hyperactivity disorder with Autism Spectrum Disorder. A score of 80 on application of Indian Scale for Assessment of Autism was obtained, suggestive of mild autism. A score of 71 on Vineland Social Maturity Scoring scale was suggestive of Borderline level of social maturity. However, the child had developed his language milestones at appropriate age with sudden onset of symptoms; hence, autism spectrum disorder was ruled out. The second differential considered was Pediatric Autoimmune Neuropsychiatric disorders associated with β-Hemolytic Streptococcal Infection (PANDAS). This was due to raised Anti-Streptolysin O (ASO) titer of 406 IU (Above 200 IU is considered positive). [3, 4] A pediatric opinion was taken after which a throat swab culture and magnetic resonance imaging (MRI) brain were advised. There was no history of waxing/waning course of illness, consequently PANDAS was also ruled out. In the past, the child had a history of fever with rash around 2 years of age; hence, a third differential diagnosis of subacute sclerosing panencephalitis (SSPE) as a complication of measles was taken into consideration as SSPE symptoms can manifest 6-15 years after initial infection. [4, 5] But since cerebrospinal fluid-IgG for measles was within the normal range, SSPE was ruled out.
During the stay in the ward, there was persistence of psychotic symptoms in the form of muttering to self, verbalizing cartoon dialogues, inattention, and preoccupation with a cartoon theme. This time on admission it was revealed that there was a family history of schizophrenia in maternal grandfather; hence, the diagnosis was revised to COS. The child was started on tablet Clozapine 25 mg/day which was gradually titrated upward to 75 mg/day. [6] His interactions with parents gradually improved over a period of 1 month; there was a significant decrease in his self-absorbed and hallucinatory behavior and was discharged after a month of admission. He was able to attend school as well and follow instructions. He continues to follow-up regularly at our OPD. There are residual symptoms in form of occasional muttering, gesticulating to self and withdrawn behavior and we wish to monitor him for further improvement.
discussion
Diagnosis of psychosis in a child often poses a diagnostic challenge as the presenting symptoms overlap with the other disorders of childhood onset (autism spectrum disorder and attention-deficit hyperactivity disorder). [1, 2] A detailed history and neurological examination, pertinent laboratory and imaging tests are important to rule out the various alternative differential diagnoses since they may also present with psychotic symptoms. COS occurs in children <13 years of age and is chronic and debilitating. [1] Diagnostic statistical manual of mental disorders, Fifth Edition cautions that although the essential features of schizophrenia are same in childhood, it is harder to diagnose. [2] Children may experience less elaborate delusions and hallucinations. Visual hallucinations are more common in COS as in our case and should be distinguished from normal fantasy play. [2] There could be a drop-in performance at school and lack of motivation. Symptoms such as disorganized speech and behavior which are seen in schizophrenia also occur in many disorders of childhood onset (e.g., autism spectrum disorder and attention deficit hyperactivity disorder. At this point, we would like to mention about PANDAS. These are poststreptococcal neurological sequelae which have varied manifestations. It is necessary to establish a temporal association between occurrences of the infection and the symptoms to establish element of causality. [3] The diagnostic criteria are presence of obsessive-compulsive disorder and/or a tic disorder, pediatric onset of symptoms (age of 3 years to puberty), episodic course of symptom severity, association with group A Beta-hemolytic streptococcal infection (a positive throat culture for strep or history of scarlet fever), association with neurological abnormalities in the form of physical hyperactivity, or unusual, jerky movements and very abrupt onset or worsening of symptoms. [3, 4] The readers are requested to note that PANDAS can manifest even months following an initial infection; hence, a throat swab culture may not always be positive. Merely raised ASO titer could have misdirected us to falsely label this as a case of PANDAS. [3, 4] In this case, following the raised ASO titer, an MRI brain was done. MRI brain did not reveal any increase in the volume of the basal ganglia and neuroinflammatory changes as seen in PANDAS. [7] A normal MRI brain along with the absence of waxing-waning course of illness, seen in PANDAS, led to exclusion of PANDAS as a diagnosis. Many times, medication-free observations may be necessary to arrive at diagnosis, especially where the manifestations are complex and difficult to attribute to a single cause. [2] An early and accurate diagnosis of COS has significant effect on a long-term sequelae.
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